1. Introduction {#sec0005}
===============

Metastases represent one of the most outstanding characteristics of malignant neoplasms and are relatively rare in the skin, in spite of the great extension of the cutaneous organ \[[@bib0005]\]. They occur from 0.7% to 5% of patients with cancer. In those with metastatic disease, this rate is up to 10.4% \[[@bib0010]\]. Cutaneous metastases generally represent a late event in the course of an advanced internal malignancy with involvement of other organs, However, frequently it can be the first signal of malignancy, which occurs with greater frequency in lung carcinoma, followed by kidney and ovary cancer \[[@bib0005]\].

Of all tumors, breast cancer most commonly spreads as cutaneous metastasis by direct, hematogenic, and lymphatic pathways for spreading, with incidence of 24% according to a meta-analysis by Krathen \[[@bib0010]\].

Lung, colorectal, renal, ovarian and bladder cancer have similar rates of cutaneous metastases, which vary from 3.4% to 4%, mainly through blood and lymphatic dissemination \[[@bib0015]\].

Development of cutaneous metastases from colon cancer is a rare event, usually occurring in widely disseminated disease and commonly leading to a poor prognosis.

As to location, cutaneous metastases often favor areas close to the primary malignancy, such as lung cancer and skin metastases on the trunk. However, remote sites as the scalp may be also involved \[[@bib0005]\].

We present the case of a 92-year-old female patient with a single nodular skin lesion on her left supraclavicular area.

The work has been reported in line with the SCARE criteria \[[@bib0095]\].

2. Case report {#sec0010}
==============

A 92-year-old neglected female patient, living on her own, presented to our Department with a large ulcerated nodule on the left supraclavicular region that had been present for 10 months, growing progressively and consistently.

Physical examination showed a patient in poor general conditions with a 11 × 8 cm, ulcerated, cauliflower-like, with polilobulated margins, nodule in her left supraclavicular region. The lesion appeared to invade the clavicle bone and cervical lymphnodes were not palpable ([Fig. 1](#fig0005){ref-type="fig"}).Fig. 1Clinical presentation of the tumor.Fig. 1

A punch biopsy was performed in order to assess the type of cutaneous malignancy, but unfortunately came back not diriment because of the large amount of necrotic tissue with rare isolated keratin pearl.

Then we decided to perform a surgical excision with two centimeters margins en-bloc with the periosteum of the clavicle, to which the lesion appeared to be adherent, under local anesthesia and sedation ([Fig. 2](#fig0010){ref-type="fig"}).Fig. 2Intraoperative view of the deep aspect of the tumor invading the clavicle bone.Fig. 2

The loss of tissue substance was then reconstructed by direct closure performing a wide undermining of the wound margins in a subfascial plane, under the fascia of the pectoralis major muscle anteriorly and of the trapezius muscle posteriorly.

The choice of including a fascia in the direct closure of the wound has been made in order to give a better coverage to the clavicle bone, whose periosteum was previously removed ([Fig. 3](#fig0015){ref-type="fig"}).Fig. 3Intraoperative view of the harvesting of two fasciocutaneous flaps.Fig. 3

A drain tube was positioned and the surgical wound was closed by direct suture ([Fig. 4](#fig0020){ref-type="fig"}).Fig. 4The wound closed by layers at the end of the surgical procedure.Fig. 4

The postoperative period was uneventfully, the drain tube was removed after 4 days and stitches was removed in two weeks.

The histopathological examination revealed large tumor cells with abundant eosinophilic cytoplasm and nuclei with finely dispersed chromatin and prominent nucleoli. Immunohistochemistry revealed positive stain for CK AE1-AE3 and CDX2, highlighting an epithelial differentiation and likely origin from large intestine. The tumor cells showed negative stain for TTF-1, CK7, Mammoglobin, P63, neuroendocrin markers (CD56, sinaptofisina) and S100 ([Fig. 5](#fig0025){ref-type="fig"}, [Fig. 6](#fig0030){ref-type="fig"}). Final diagnosis was a cutaneous metastasis from an occult adenocarcinoma of the colon. All the resection margins were clear.Fig. 5Dermal infiltration by neoplastic proliferation with pushing margins (A); this neoplastic proliferation has a solid, trabecular and pseudoglandular growth pattern (B), with focal areas of comedonecrosis and extensive areas of coagulative necrosis and hemorragia (C); the tumor cells are large with abundant eosinophilic cytoplasm and nuclei with finely dispersed chromatin and prominent nucleoli, there are many atypical mitotic figures (D). Hematoxylin-eosin stain.Fig. 5Fig. 6Immunohistochemistry stains; the neoplastic proliferation showed positive stain for CK AE1-AE3 and CDX2, highlighting an epithelial differentiation and likely origin from large intestine. The tumor cells showed negative stain for TTF-1, CK7, Mammoglobin, P63, neuroendocrin markers (CD56, sinaptofisina) and S100.Fig. 6

Two weeks after the surgery, a colonoscopy was scheduled and a large vegetative mass of the descending colon was found. A punch biopsy was performed that came back positive for moderately differentiated adenocarcinoma composed by cells with abundant cytoplasm, nuclei with dispersed chromatin and prominent nucleoli ([Fig. 7](#fig0035){ref-type="fig"}) positive stain CK AE1-AE3 and CDX2 ([Fig. 8](#fig0040){ref-type="fig"}).Fig. 7Punch biopsy came back positive for moderately differentiated adenocarcinoma composed by cells with abundant cytoplasm, nuclei with dispersed chromatin and prominent nucleoli. Hematoxylin-eosin stain.Fig. 7Fig. 8Immunohistochemistry stains of the punch biopsy; the neoplastic proliferation showed positive stain for CK AE1-AE3.Fig. 8

We then programmed a PET scan one month after surgery to assess the presence of the primary tumor, but unfortunately the patient died due to a myocardial infarction.

3. Discussion {#sec0015}
=============

Cutaneous metastasis of colorectal adenocarcinoma a rare event (2.3%--6%) that usually occur two years after the detection or resection of the primary tumor \[[@bib0020],[@bib0025]\]. It seldom occurs before the identification of the primary tumor and involvement of secondary organs, such as the liver. There are few cases reported with only cutaneous metastases \[[@bib0030],[@bib0035]\].

The most frequent cutaneous site of colon cancer metastasis is the surgical scar in the abdomen that results from the removal of the malignancy. The metastasis may also occur in preexistent non-related surgical scars, but there are few cases reported \[[@bib0040],[@bib0045]\]. Umbilical metastasis ("Sister Mary Joseph nodule") may be a frequent finding. Other cutaneous sites, in descending order of frequency, are: pelvis, back, thorax, extremities, head and neck \[[@bib0050]\].

Skin cancer be expression either of a primary disease or of a secondary disease, in which the infiltration is due to a systemic disease or a disease recurrence \[[@bib0055]\].

Sometimes there is also a correlation between skin lesions and underlying cancers of different nature \[[@bib0060],[@bib0065]\] or correlation with an higher risk in developing other tumors \[[@bib0070]\].

Several mechanisms of cutaneous metastasis have been postulated. Kauffman and Sina suggested that metastatic spread of adenocarcinoma to the skin and subcutaneous tissue could be caused by lymphatic and hematogenous spread, direct extension, or implantation during surgery \[[@bib0075]\].

In this report, the patient presented a single metastatic lesion located in the left shoulder area, probably through blood or lymphatic dissemination.

Clinical presentation of cutaneous metastases is quite variable. Lesions may be single or multiple, violaceous or skin-colored, hard or soft, may mimic epidermal cysts, neuro-fibromas or lipomas. More rarely, it may simulate infection, which is called inflammatory metastatic carcinoma or erysipeloid carcinoma. At the histological examination, the identification of the primary tumor is not always possible by the usual methods, because metastases are frequently more anaplastic \[[@bib0010],[@bib0050]\].

The majority of metastases are well differentiated, mucin-secreting adenocarcinomas. They usually have a nodular morphology and are located in the dermis, with subsequent infiltration of epidermis and the subcutaneous tissue with a narrow area of the papillary dermis uninvolved by underlying pathology called Grenz zone.

Survival after cutaneous metastasis diagnosis varies from 1 to 34 months.

The average survival of patients after the diagnosis of cutaneous metastasis of colon carcinoma is 18 months \[[@bib0050]\].

Single cutaneous metastasis have to be surgically removed. For extensive cutaneous metastases, the treatment is only palliative, for they are linked to significantly higher rates of distant metastases and uncontrolled local disease, as well as lower survival rates \[[@bib0080]\].

In conclusion, dermatological evaluation of patients who are undergoing screening or who have already been diagnosed with cancer is extremely important, for it provides a high level of suspicion with the onset of cutaneous lesions, even if these are clinically compatible with benign illnesses -- as the example of the present case, in which the cutaneous metastasis was single and mimicked a squamous cell carcinoma of the skin. This evaluation also helps with the therapy, because most of the times, cutaneous metastases already indicate a worse prognostic of a neoplastic disease.

For what concerns surgical treatment for cutaneous metastasis of non-skin malignancy, a wide excision with at least 1 centimenter margin is highly recommended in order to let the assessment of lymphovascular invasion by the pathologist.

In terms of reconstruction, direct closure, when feasible, is the preferred option because it gives the possibility to approximate the original margins of the excision.

If direct closure is not an option, skin grafts, both full- and split-thickness, are a valuable alternative but only on well vascularized wound bed, otherwise grafts do not take.

In this case, the periosteum investing the underlying clavicle bone was removed due to the tumor infiltration, so in order to achieve a well vascularized coverage we undermined the wound margin in a subfascial plane.

Is widely demonstrate how including the fascia increases blood supply in every type of skin flaps \[[@bib0085],[@bib0090]\].
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